The two inter-war decades, 1918-1939, were notable for the development of public health and welfare services to the accompaniment of a chorus of concern that they would erode the charitable impulse to the detriment of the social good.6 The voluntary sector's monopoly of district nursing is therefore especially worthy of research, but the subject has been generally neglected. In their textbook on nursing history, Robert Dingwall, Anne Marie Rafferty and Charles Webster relate the paucity of published sources to district nursing's "invisibility in policy debate" and the consequent absence of evidence in major and official archives.7 As they point out, the voluntary "district nursing associations" that employed district nurses before 1948 were local in character, and their surviving records are scattered. Dingwall et al. identify only two published histories, useful but limited.8 They are commemorative works published in 1960 and 1987, commissioned by the organization that is now the Queen's Nursing Institute: colloquially, the "Queen's Institute". The Institute promoted and co-ordinated a form of district nursing with two grades of nurses. Its historians have concentrated on the higher-grade "Queen's nurses", and offer no quantified data whereby to assess the relative strengths of the two nursing grades in the work-force, the significance of the Institute's system in relation to other district nursing, or the national availability of the service. The absence of such information not only inhibits judgement about how much and what sort of home nursing was available, but also about the voluntary sector's capacity to provide an adequate service and the extent to which the Queen's Institute represented the district nursing movement at large.
In fact, there is no lack of quantification, although historians have so far not exploited it. District nursing was covered in the major report on British health services published in 1937 by the independent research agency P.E.P. (Political and Economic Planning).9 Its brief but broadly reliable account estimated there to be about 8,000 district nurses in Great Britain in the mid-1 930s, supported to no less than 40 per cent of their costs, and possibly much more, by the populations they served: ordinary people raised at least half a million pounds a year to keep district nursing going.'0 That the report's anonymous authors described the service as "little advertised" may say more for the social circles from which P.E.P. drew its research working-parties than for the general public who helped to pay for their district nurses because they could not afford private home nursing.
The basis for P.E.P.'s estimate was a national survey of district nursing that was conducted and published by the Queen's Institute in 1935." Another contemporary publication that drew on it was Constance Braithwaite's account of the role of voluntarism in relation to state welfare, which is supported by case studies of district nursing in different types of area. 1 2Braithwaite expounded a philosophy of welfare that derived from democratic socialism, and produced the axiom that the state should provide essential services and indicated criteria for identifying them. On the strict application of her principles, the conclusion that local authorities should provide district nursing was inescapable, yet she resisted it. Her reasoning was pragmatic: she weighed the theoretical advantages of a statutory service against the voluntary sector's proven ability, arguing that the Queen's Institute had achieved a level of national provision and co-ordination unlikely to be matched by local authorities. She concluded that, in the case of district nursing, the principle of state responsibility would be best met by local authorities' being given the duty of ensuring adequate home nursing but fulfilling it by supporting the voluntary agencies and making direct provision only where voluntarism failed.'3
The politics of voluntarism will be further, if briefly, discussed later in this paper. Its central objective is to present and discuss the evidence of the Queen's Institute's survey, explaining how it was used and establishing its importance. It is first of all necessary to provide a note on the Institute and its system: this is covered in the section that follows. Six further sections deal with various aspects of the survey, including its context and provenance, its findings on the breadth and depth of district nursing's territorial coverage, its reception at the Ministry of Health, and its financial findings and implications. The paper concludes with a summary account of district nursing's subsequent fortunes, with observations on what its history suggests about the limits of voluntarism.
THE QUEEN'S INSTITUTE AND ITS SYSTEM OF DISTRICT NURSING
The Queen Victoria's Jubilee Institute for Nurses, later the Queen's Institute for District Nursing and now the Queen's Nursing Institute, was founded in 1887 to provide home nursing for the sick poor. It did not employ nurses directly, but operated a national system of affiliation, training and inspection to promote and standardize district nursing on a model that had been developing for thirty years or so before its foundation. '4 District nursing associations affiliated to the Institute were assured of the supply of "Queen's nurses", fully-trained hospital nurses with further training in district work, for employment on terms prescribed by the Institute. The associations retained their constitutional autonomy but observed conditions that required them normally to employ only Queen's nurses as district nurses, to conform to certain administrative requirements, and to accept regular visits from the Institute's inspectors. The Institute recognized that these arrangements were inappropriate to many rural districts, but special terms of affiliation that allowed for the rural employment of nurses whose training was not of the standard required for Queen's nurses were unsuccessful until the Institute introduced "county affiliation" in 1897. It was available to "County Nursing Associations" which promoted and co-ordinated small rural associations; the small associations employed qualified midwives, with elementary training in home nursing, as "village nursemidwives", on locally negotiated terms.
' Braithwaite, op. cit., note 6 above. '-Ibid., p. 323. '' Baly, op. cit., note 8 above, pp. 6-32.
The Institute sympathized with the movement for trained and licensed midwifery that culminated in the Midwives Act of 1902, and, although it did not allow Queen's nurses to practise midwifery in towns, it had always accepted their employment as nurse-midwives in rural districts too small to justify either full-time nurses or the trained independent midwives whose practice was promoted by the midwifery reformers.)5 The Institute arranged midwifery training for enough Queen's nurses to meet its rural affiliates' demands, but some rural districts could not raise enough money for them, even allowing for the midwifery fees that nurse-midwifery brought in.'6 The special terms that were originally devised called for nurses with some hospital training, also too expensive for many rural districts, but county affiliation could meet their needs. Its most important condition was the employment of an experienced Queen's nurse as County Superintendent, to supervise the village nurse-midwives' work.
Once county affiliation was in place, the Queen's Institute's system was theoretically capable of sustaining a national service of district nursing, entailing two nursing grades but standardized in the sense that the expectations of the lower grade were set and monitored by reference to Queen's nurses' standards. The extent to which national standardization was to be achieved depended on district nursing's popularity as a philanthropic and voluntary enterprise, and on associations' propensities to affiliate. Without evidence on these matters, it is difficult to assess the value of accounts of the Queen's Institute and the nursing done in its connection, or the significance of the ample statistical data in the Institute's Annual reports. should be an exclusively voluntary enterprise. There were no objections to the Institute's established policy of seeking the fullest use of all existing powers, under which support for general nursing was limited to attendance on "Poor Law patients", but unlimited powers that included direct employment were threatening. They implied not only that local authorities might compete with the nursing associations, but that new funds might be offered as payments for work done on the local authorities' behalf-contracted-outrather than as grants towards the associations' own work. Such terms would mean that the associations would become agents of local authorities, and agency relationships might entail unwelcome official control. As it turned out, the Domiciliary Services Bill failed at its third reading, even though its sponsor accepted amendments that limited its powers to the types of grants that became possible two years later, under the new Public Health Act.
Lady Williams had no support from her fellow-members of the Queen's Institute's Council on the question of statutory powers as wide as Sir Gerald Hurst's unamended Bill proposed, but powers that did not include the direct provision of home nursing were a different matter. Civil servants at the Ministry of Health attributed the Bill's failure to lobbying by the Queen's Institute,28 but according to the Institute the reason was the County Councils Association's successful promotion of the argument that a proposal tantamount to a national service of district nursing was proper only to a Government Bill after a full inquiry; it was too important for a Private Member's Bill.29 It is, however, difficult to see how the argument about a national service could have been sustained after the Bill's amendment. Within a year of the Bill's failure, the Suri'ev was the basis for a meeting between officials of the Ministry of Health and a deputation from the Institute, who sought new powers for local authorities to aid nursing associations' general work and explained that the Institute had objected to Sir Gerald Hurst's Bill only in its unamended form.i3 The County Councils Association was one of the bodies that asked for the Public The Survey was based mainly on data for 1934. It covered the numbers and locations of nurses, the populations they served, the needs for more nurses, and associations' finances.34 This paper does not attempt a full analysis, but indicates the broad picture presented by the Survey, and its historical significance. A summary judgement, amplified in the next four sections, is that the Survey is reliable on the numbers of nurses and breadth of coverage, is questionable on the depth of coverage and of further needs, and is useful but limited on finance.
The basic statistical data are of the type that the Queen's Institute routinely collected from its affiliates and published in its Annual reports, but the data as presented in the Survey are not directly comparable to the series in the Reports. The Reports' totals include "midwives, trainees and others"; the numbers of Queen's nurses and village nursemidwives are separately identifiable, but it is not possible to disaggregate the rest. The Survey's totals of nurses allow for trainees' work and, by implication, for that of "others". There were always some nurses who were not in the two standard grades but whose employment was allowed for some exceptional reason-say, as temporary or relief nurses.
The Survey reported good co-operation from unaffiliated associations, and it is unlikely that any were overlooked, given the Institute's national network of affiliates and inspectors. The Survey's only reservations were about Greater London, and were to do with identifying the precise populations served by the associations. The problems were attributed to population movements, discrepancies between the London associations' boundaries and those of the metropolitan boroughs, and the lack of a County Nursing Association for Middlesex. Out of the 62 administrative counties in England and Wales, reference to directly affiliated urban associations as providing nurses in "one hundred and thirty-five Cities and Towns" understates the number of associations, as some such places had more than one. Table 1 shows the breakdown in terms of types of administrative areas. The Survev estimated the adequacy of nursing services on the basis of one nurse to a population of 7,000-9,000, for general nursing only. The population figure was reduced to 5,000-6,000 for combined nurse-midwifery, and to 3,000 where the nurse undertook public health work for a local authority. The variations were most likely to apply in the rural districts covered by county affiliation-hence the disparity between the proportion of nurses under the Institute's tutelage and its "market share". The three-part formula informed the Survey's estimates of further needs, but does not account for all variations from the basic measure. The estimates also allowed for the character of districtsscattered populations and hilly terrain were mentioned, as well as unspecified special circumstances-and the judgements that were applied in the estimating are not detailed in the Survey. The arithmetical variations, unadjusted, are very crude; for example, "public health work" might have meant acting as a County Council's agent for all of its domiciliary and school services or for only one small part of them.
The Survey's estimates of needs are presented area by area, categorizing the county areas covered by affiliated associations by reference to the three groups created by the formula. The Survey noted that the average population per nurse varied considerably within each of the three groups, as illustrated in Table 2 . The correspondence between the high proportion of village nurse-midwives in the Queen's Institute's system and the relatively good rural coverage cannot have escaped attention when the Surr,ev was publicized. It suggested that there were greater difficulties about matching needs to nurses where the posts required fully-qualified nurses, and could have undermined the Institute's image of district nursing as personified in the Queen's nurse. But there are no signs in the records of the Institute's dealings with the Ministry of Health on the Survey that the evidence of the Institute's reliance on village nursemidwifery in achieving near-national coverage was an embarrassment.35 Readers of the Institute's Annual reports would have known of the composition of the work-force, and that the rate of increase in the lower grade was slackening off whilst that of the Queen's nurses was rising. Some factors that made for smaller case-loads in rural districts than in towns, possibly very much smaller, were self-evident, whether or not the Survey accurately reflected them in its estimates of needs. The composition of the work-force in the 1930s was no hindrance to the Institute's promotion of its case for new statutory powers. Something else that the Survey revealed, which might have made for difficulties in promoting the case and safeguarding voluntary control, was the uneven distribution of the estimates of unmet need. These were the aspects of the Survey that attracted most attention at the Ministry of Health.
DISTRICT NURSING, THE SURVEY, AND THE MINISTRY OF HEALTH
Any difficulties implied by the estimates remained "might-have-beens" because the possibility of bringing district nursing up to an adequate level was never on the political agenda until planning began in 1944 for a National Health Service envisaged as including all domiciliary health care.36 The atmosphere at the Ministry of Health in 1935 was sympathetic, and the Parliamentary case for the new powers of support that soon followed was that they would merely put home nursing on the same footing as public hospitals, which for some years had not been restricted to Poor Law patients. But nothing to encourage local authorities to take up the powers, and little use was made of them.38 District nursing's marginality to health policy was further confirmed when it was given no place in the wartime Emergency Medical Service.9 Policy-makers were benevolently disposed towards district nursing and willing to smooth its path, but saw no need for initiatives that would ensure a complete service until the National Health Service supervened.
The Survey prompted two meetings at the Ministry of Health: an informal visit by members of the Queen's Institute in connecrion with a pre-publication draft, and a formal deputation after the Survey was published.4" The desirability of local authorities having statutory powers as set out in the amended version of Sir Gerald Hurst's Bill of 1934 was not in dispute. A suitable clause was slipped in at the Committee stage of the massive Public Health Bill that was enacted some months later, despite doubts about the constitutional propriety of this convenient procedure.4' The Ministry had no occasion to challenge the Survev's estimates of need, but they were vulnerable to criticism on grounds that were quickly identified by the civil servants who scrutinized them. First, and crucially, the basic formula was questioned. The Survey' offered no rationale for it other than associations' practical experience, and the civil servants knew of more generous formulae used in recent North American studies and by a major insurance company. One of them produced an estimate of needs for more nurses that was startlingly higher than that in the SurveV.42
On the other hand, there were objections that the Survey's lack of attention to local variables meant that some needs were overstated. The estimates took no account of the direct employment of nurses by local authorities for the services within their powers, nor of the hospitals that may have reduced the need for home nursing in some of the urban areas that were reportedly most short of nurses.43 Such secondary objections did not offset the primary criticisms; the argument was essentially that any basic measure needed much more refinement than was allowed for in the Survey. The civil servants did not comment on its adjustments for factors affecting the size of case-loads, something on which practical experience was likely to have been a sound guide. The formula reflected the current state of affairs without any critical appreciation of other concepts for quantifying the need for more nurses. Even if the urban needs were overstated by the Institute's own standards, they may still have been understated by reference to other criteria.
The Institute was not called upon to defend the methods used in the Survey. The civil servants' statistical exercises were no more than jeux d'esprit, but they were enough to indicate not only where the estimates were open to criticism, but also that the civilized accord of the meetings at the Ministry did not mean that the officials deferred unquestioningly to the Institute as the ultimate authority on district nursing, or were likely to do so should the service ever become a political issue of any importance. The Ministry's records of its officials' reception of the Survey are as good a demonstration as any that its assessment of the needs of given populations did not share the reliability of its measures of territorial coverage. The Ministry, however, took no interest in the part of the Survey that addressed district nursing's current finance, and the official records express no opinion on it.
THE SURVEY: DISTRICT NURSING ASSOCIATIONS' FINANCES
The Survey includes evidence on associations' income, expenditure, deficits, and the average costs of different types of nurses. The data are presented by reference to 46 counties, defined geographically rather than administratively, and without distinguishing county boroughs. The difference between the 46 and the total of English and Welsh administrative counties used for the other tables is due partly to a lack of data on some of them, and partly to the incorporation of others into larger geographical counties. The data for Essex and the West Riding of Yorkshire are noted only for associations with Queen's nurses.
The information is incomplete, but acceptable on some counts, although the absence of analysis by types of associations is a handicap. For example, the undifferentiated data on associations in credit or deficit on a year's working (deficits for 813 out of 2,909) are of limited utility in that they range over everything from small rural parishes to the biggest urban establishments. The Survey's data are likely to be reasonably reliable on nurses' average costs, and on the general composition of associations' income, even though the absolute totals are understated. The average annual costs per nurse worked out at £207 for a Queen's nurse working from a superintended Nurses' Home; £231 for a Queen's nurse elsewhere; and £ 1 84. 1 Os. for a "non-Queen's" nurse.44
The Suri'ev' s totals of associations' incomes were summarized in the P.E.P. report in the form shown in Table 4 . It understates users' contributions-patients' payments and provident subscriptions-at 39 per cent of the associations' incomes. The Survey acknowledged that some associations did not distinguish provident subscriptions from the charitable "voluntary subscriptions and donations" in their accounts. Also, although the Survey did not mention this, users accounted for some of the money that was collected through special efforts, like flag days. Income from provident schemes was set to rise; the Institute was reporting good results from the promotion of new forms of provident funding that began at about the time the Surivey was put in hand.45 As the Institute's other line of action was its lobbying for further 44 Queen's Institute of Distr-ict Nur-sing, op. cit., note I I above, p. 6 on costs and p. 4: "In some places a Village Nursie-Midwife is replaced by a hospital-trained but non-Queen's Nurse". See also Fox, op. cit., note 18 above, pp. 224-6. A tendency for village posts to be taken by State Registered Nurses with midwifery certificates was tirst noted in 1934; they were likely to commnd higher pay than did village nurse-midwives. As there is no estimilate of village nurse-milidwives' costs, they are presumably included in that for a "non-Queen's" nurse.
s support from public funds, Table 4 's evidence of income from grants (meaning from local authorities) is of special interest. The aggregate figure suggests that, with extra money coming from new provident schemes, the associations could look to local authorities for enough to bring their services to completion without seriously endangering their voluntarism, even if new grants were tied to commensurate control by local authorities. That is, most of the costs would still be coming from voluntary sources. But the composition of associations' funds in different areas was as uneven as were the estimates of further needs. Some associations were certainly at risk of becoming subservient to local authorities if these contributed enough to complete the services and claimed proportionate control. London was the outstanding case, with only 23 per cent of income identifiably from users, and 36 per cent from grants. The grants were likely to have been primarily for district nurses' school nursing, a notable feature of the London County Council's educational service.46 Even if the Survey materially over-estimated London's needs for more nurses at 63 per cent of existing provision, it looked as if public funding would have to cover the biggest part of total costs of an adequate service. Grants were especially important for rural associations, largely accounting for the successful rural coverage, even though they may have been relatively small. They were principally for midwifery, and, together with the charges that the associations made for their grant-supported midwifery, were critical for the viability of many rural nursing associations. Too much could be made of comparisons based solely on the Survey's data, but they illustrate wide variations in County Councils' payments to the County Nursing Associations, which customarily distributed the money to rural associations. Derbyshire County Council was exceptional in avoiding co-operation with the voluntary sector;47 only 6.9 per cent of the associations' income was from grants, and the county needed 31 more nurses. Devonshire needed 21, with grants that were nearly average, at 16.7 per cent. The respective populations were 615,000 and 459,000. The Welsh counties presented examples of the highest proportions of incomes from grants; Pembrokeshire and 4" Queen's Institute of District Nursing, op. cit., note II above, p. 23: 47 Queen's nurses were assigned to school clinics in London in 1934; Fox, op. cit., note 18 above, pp. 316-17: London association's finance was reported to have been seriously affected when schoolchildren's evacuation in 1939 led to the closure of school clinics and the withdrawal of grants. 7 Fox, ibid., pp. 174-6. 231-3.
Radnorshire were at the top of the range for the whole country, with associations receiving more than 40 per cent of their incomes from the County Councils. Pembrokeshire had a population of 87,000 and the association's total income for the year represented 2s. per head. The comparative figures for Radnorshire were 21,000 and 3s., with a much higher proportion of income from provident schemes than in Pembrokeshire, which needed 4 more nurses. Radnorshire was one of the few places that needed none. Carmarthenshire was next in the "league table", with grants representing 37.8 per cent of total income and needing 10 more nurses for its population of 179,000. These illustrations raise two points to do with local authorities' control and the prospects for users' funding. Grants running at the level of the Welsh examples already carried the likelihood of material official control in the interests of public accountability, but as long as the grants were not for the general nursing that was the associations' reason for being, this could be defended against official interference. The Queen's Institute's inspectors' reports show that friction due to County Medical Officers' intervention in associations' affairs was common in Wales, notably in Merionethshire and Pembrokeshire.48 Although cordial relationships were reported in Radnorshire-"the best run county in the Principality"-it was not free of problems in the 1930s.49 Given the difficulties in their own counties or nearby, the Welsh county associations may well have preferred the continued restriction of statutory powers to the chance of more money from the County Councils, even though their coverage lagged behind that achieved in the English counties.
The Queen's Institute concurrently solicited more public funding and promoted provident schemes without identifying an inherent conflict between the two approaches. The Suri'ev demonstrated what the Institute had already accepted in its espousal of new forms of provident funding: users' support was critical for district nursing's future in the voluntary sector, and even though the Institute had long since stopped defining district nursing's clientele as the "sick poor",50 neither were the users rich. Might they not object to making voluntary contributions to a service subsidized from rates and taxes, and available to non-contributors? The objection did not apply to grants for services other than general nursing, and not aided out of the voluntary payments.
It was in the nature of a generally available voluntary service, widely supported by its users, that the supporter-users might find themselves subsidizing neighbours who were no worse off than themselves, but they might well distinguish between voluntary and involuntary altruism. This hypothesis would be tested only if new powers produced sizeable grants. In pursuing its lines of action in tandem, with no discernable doubts, and in overriding the objections of the rural associations, the Institute's leaders were perhaps 4x PRO merely being realistic about the limited prospects for more public funding through discretionary powers. All the same, the hypothesis illustrates the problems of aiming to provide a universally available service, publicly and politically acceptable, from a combination of charges, charity, provident insurance and public funds. Did Counterfactual reasoning suggests two possibilities. The first corresponds to what happened up to 1948: improved provision, but short of a complete service and still uneven. Rather than this being allowed to continue, the stronger possibility is that of increased state support, with unforeseen consequences leading to district nursing's eventual adoption as a public service-but for other reasons than the intrinsic lack of "the depth and reliability of resources and the overall co-ordination and uniformity required to deal effectively with social problems" that is commonly adduced in explanations of the statutory takeover of services initiated by voluntary enterprise.55 Once the National Health Service was in train, district nursing's wartime and post-war growth continued to obtain relatively little support from public funds, not because it was still "invisible in policy debate", but because it was marking time, expecting soon to be taken over. Had there been no such expectation, the second possibility was in prospect, carrying with it the problems of combining different forms of funding that were outlined in the last section, and which could have become critical.
District nursing had just begun to lose its "invisibility" by the beginning of the war. It was in the terms of reference of an official committee set up in 1937 to review all nursing services and chaired by the Earl of Athlone, who was also Chairman of the Queen's Institute's Council.56 The onset of war meant that the committee was disbanded after an interim report that did not cover district nursing, with its chairman despatched to be Canada's Governor-General; there was nothing about district nursing alone to keep it on the political agenda. Had the Athlone Committee completed its work, or had post-war policy proceeded on pre-war lines, the most likely outcome would have been increased grants for district nursing. With no evidence of public demand for a statutory service, and a voluntary sector resistant to losing control and not open to criticism on grounds of unreliability, lack of co-ordination and so on, policy was likely to have aimed at making good the voluntary sector's shortfall by encouragements and inducements for local authorities to make more use of the statutory powers conferred on them in 1936.
Using public funds to fill the gaps in voluntary provision, whether by discretionary powers or through the constrained responsibility proposed by Braithwaite,s7 was not as easy as it looked. As the Survey showed, provident funding accounted for nearly a quarter of district nursing associations' incomes even by 1934, when the promotion of new, large urban schemes was barely under way. Provident funding was district nursing's life-blood, accounting for much of its development from the mid-1930s, and its scope was not exhausted by 1947 . But it was the most difficult form of funding to combine with statutory aid, for reasons already outlined. The Queen's Institute's rule was that non-contributors should not be denied attendance, if necessary without charge. Such patients might have been unable to pay anything towards the cost of their nursing, and yet have been no worse off than many members of associations' provident schemes. Nursing poor noncontributors and playing fair by equally poor contributors was a perennial problem for the associations. They customarily contained it, but not without tension.58 As suggested earlier, a local authority's decision to aid district nursing might affect provident schemes' membership. People who were already mildly resentful about subsidizing nursing for others no worse off than themselves, yet willing to do so for the sake of maintaining the service, might change their minds on the grounds that if public funds were to be used they should benefit everyone alike. According to this scenario, the result would be a spiralling decline in users' funding and, possibly not without controversy, a corresponding increase in public funding and an eventual transfer of control. Given the increases in district nursing's work-force by 1939, evenly spread grants to bring it to the Queen's Institute's estimates of adequacy might not have been enough to prompt a users' backlash, but the unevenness evidenced by the Survey suggested that they could have been destabilizing. Once the provision of adequate home nursing was on the political agenda, withdrawals of users' funds were more likely to have been compensated by bigger grants than allowed to result in the service's decline.
There is no point in pursuing the counterfactual argument further, but it demonstrates that even though different publicly provided services may have similar histories of voluntary beginnings, relationships between the voluntary and statutory sectors may not all follow the same pattem, and need to be seen in the context of the particularities of each specific service. The National Health Service was paid for out of central taxation, and its inclusion of district nursing presented no complications over combining different methods of funding. Other problems arose from incorporating a service that had been wholly developed in the voluntary sector with little co-operation from the state; the story has been opened up elsewhere.59 There is more to be told, with public records providing basic centralized information that district nursing's earlier history has been said to lack. This paper has demonstrated that the Queen's Institute's quantitative dominance justifies the claim that its records constitute a substantial central archive,6" but has only been able to do so by citing the hitherto neglected Survey.
It is not here claimed that the Institute stood for all district nursing. There are aspects of independent associations that may have been disproportionately important, and the Institute's system should not be taken as representative even of its affiliates, despite their adherence to its rules. Affiliation ensured a supply of nurses, helped associations to avoid problems inherent in managing professional staff, and was likely to be preferred by the local authorities that used district nurses' agency and valued the standardized practices that it promised. Its functional benefits may have led some associations to opt for it without necessarily agreeing with the Institute on all things. The Institute's use of the Survey shows that it could be autocratic.
But any central archive, public or private, has to be approached with reservations. The Survey indicates something of what they should be, as well as establishing the importance of the Institute's central records. On its own, or in conjunction with the Institute's papers, the Survey is likely to help identify areas where local records may be especially informative on non-affiliated nursing. Its collated information is not the only reason for rescuing it for history; it is an invaluable aid to selecting, assessing and organizing detailed local research on the generally neglected topics of district nursing and the non-institutional health services that foreran the National Health Service. District nursing may be a humdrum preoccupation for the medical historian-certainly much less compelling than, 59 Ibid., pp. 312-43; Baly, op. cit., note 8 above, pp. 101-20. say, madness, sexuality, or addiction-but its history has much to offer the student of health care, professionalization, and voluntarism. The heavy stress on primary and community care in the health and social policies of the 1990s adds to its interest, as does the current and projected age structure of the population. The people to whom voluntary district nursing was uniquely valuable were the old and chronically sick; and even medical historians grow old.
